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PRACTICE OBSERVED

Practice Research

Area variations in the process of care in urban general

practice

D WILKIN, D HM METCALFE, L HALLAM, M COOKE, PK HODGKIN

Abstract

One hundred and eighty three practitioners collected
data on 110 000 consultations. Case mix and pattern of
care are compared for doctors practising in different
urban areas. Inner city areas are compared with outer
areas and the most deprived with the most affluent. Case
mix varies slightly between areas, but there are no
systematic differences in the pattern of care, which is
cqually varlable in different aress. The stereotype of
inner city general practice is not confirmed.

Introduction

The increasing emphasis on care in the community places
heavy responsibilities on the primary health care team and on
general practitioners in particular. Yet there are doubts about
the ability or willingness of general practitioners to meet these
responsibilities in all areas. In particular, general practice in the
inner cities has been impugned as unable to meet the needs of
the populations of these areas, who suffer economic and social
disadvantage as well as increased mortality and morbidity.'
Work in London has shown an association between certain
features of practice structure—such as manpower, trainin
equipment, premises, and staff—and patterns of morbidity a

mortality.? * Such work suggests that having an area strategy for
improving general practice would identify areas of both great
need and poor standards of care. Two important questions
remain unanswered, however. Firstly, what is the relation
between the urucmnl characteristics of practice and the actual
care provided ? Secondly, is the situation described in London
representative of the other major cities in the United Kingdom ?
described a large survey of general practitioners con-
ducted by the Primary Care Research Unit in Manchester, the
results of which showed that in contrast to London there were
few dnrmnm beween the inner city and outer areas of
e f general practice. *
She wxmed, however, that “‘similarities in the way services are
organised may conceal important differences in access to service
and the treatment provided.” Indeed, it is sometimes suggested
that although doctors can to a large extent determine the
structural characteristics of their practices, the pattern of care
that they provide is largely controlled by levels of demand, the
types of cases, and the behaviour of the people for whom they
provide care, which reflect the socioeconomic characteristics of
their patient populations.

The research unit then undertook a study of the process of
care to show whether there were systematic differences in the
pattern of care provided in different parts of the city of Man-
chester. (A study of the “process” of care in urban general
practice. Report to the DHSS, 1983, unpublished.)

This paper reports the findings of that study in terms of both a
simple distinction between inner and outer areas and a more
complex classi of different types of neighbourhood
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Methods

The population for the first study reported by Wood was made u

of general practitioner principals practising in Manchester, Salford,
and Trafford. Of the 485 general practitioners, 366 (75°.) agreed
to be interviewed. These general practitioners were then asked if
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achof three four-month periods, yielding a total of 80 267 consulta-

o methods are used to describe the areas in which the general

pop: of consultations from which the sample was
vl conaultsvons for thi group of
less, we showed above that this group was

practitioners had their main surgery. The firstis t y partner-
ship area, as defined by the De; of the

general in the study ares. Where d

compared with all other aress of the city. The second is a more
complex classification of five types of areas derived from a cluster
analysis of wards conducted by the Grﬂla M.tnchtlur County
Planning Department, using & o kage developed by
Openshaw and applied to data hom the 1981 «nl\lt" The five types.
of areas are crudely characterised in table 111, and fig 2 shows their
location. The most deprived areas of the city are not exclusively
concentrated in the inner area. Although there is some geographical
grouping of wards, this does not produce a series of concentric rings
sround the centre

n presenting the analyses we used the ;" statistic to measure e
i significance of observed sssociations between area
process of care. This is intended only to permit generalisation to m

TABLE 11i— Summary characteristics of ward clusters

A High concentration of povery. High uncmployment (25°.). Low socisl clots
Moaty modern council hovsng. Misture of ow and high rive houn

B Olderhouns

D Average for the conurbation: flew extremes. Relwtvely good housing. Mitare of
owner-occupied and extablished councl rented. Ummmm 1% Moudy

E Most afuent areas. Good quality owner occupied housing. Low

the
frequencis genersted saratly for cach age group, ss suggested by
itage.”

Results
INNER CITY AND OUTER ARPAS

Doctors who practise in the outer area of the city saw a somewhat
higher ients in o group 75 and over compared
with doctors in the inner area (table IV). Because of the supposed
impact of the age distribution of patients on the types of cases and
pattern of care subsequent analyses were based on weighted samples
that standardise the age distribution in the two areas.

As might be expected, consultations for mental and respiratory
problems constituted a higher proportion of the total in the inner city
area than in the outer area (table V). Although the 1* value is statistic-

TABLE V—Types of caser in imner city compared with those in outer area
(Percentages of age waghted samples)

ategorised by International

i von of Drseasr Inner ares  Outer ares

@7 High socul clan.

FiG 2—Map of study ares of Manchester, Salford, and Trafford
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ally significant, the value of Cramer’s V, which measures the strength
of assaciston (range 0-1), is very low, reflecting the small scale of
Ferences between areas. A similar pattern is evident with respect to
gencral pracaones actions. Tavle VI hows the percentage of
consuloations i which selected events occurred. Some of the differ-

inner and outer areas are statistically significant, but the
Sssociavions are extremely weak. Differences in consultant referrals
and referrals to district nurses were statistically significant but virtually
negligible in scale. The largest differences were in the percentage of
consultations occurring in the patient’s own home and the proportion
receiving a prescription, although the values of Cramer's V were still
below 0-05.

ABLE Vi—Actions taken by general practitioners in inner ity and outer area
(Percentages of age waghted samples)

Inner  Outer
Action ares ares  Toul ' P Cramers V

Home visit se 123 99 14307 .00l o0&

Prescription 739 703 721 12899 <00l 0043

Laboratory 1 40 40 40 ooles “os0 oooos

ray examination 1817 17 0%7 o040 0003

TABLE 1v—Age of patients consulting in inner ity and outer ara A e real 53 63 61 330 008 oo%

lservices referral 03 02 02 J2805 011 0008

Nuraing referral os 66 07 10317 ool o00al

Percentage of pants Percencage of patiens e rrement
in inn Toul o d 387 3me W7 03 035 0002
Ae group 5T RETE (0 =74 950 °
) 93 o7 s0
sie 78 81 80
1534 290 83 8
354 226 28 221
64 [H 130 1o NEIGHBOURHOOD TYPES

o i3 n
) (13 80

Table VII shows the age distribution of patients consulting
general practitioners in the five area types identified. The highest
proportions of very young children were found in the most deprived
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they would collect data on all doctor-patient contacts for one
day at a time on 20 selected days spread over one year: 208 (57°,)
doctors agreed 0 take part and 183 (50°;) completed the collection
of data. This represents 40, of al generai practtioners in the study
area. In terms of all for which i
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two important limitations. Firstly, it permitted recording of only a
few relatively clear cut “‘events,” thus excluding reference to such
things as the thoroughness of examination or the quality of the
interaction between doctor and patient. Secondly, because few of the

—for example, llt, sex, number of vlucnn on list, and numbe' o[

tive of all ;cneul practitioners in the lludy area (table I,

TABLE 1—Reprsentativeness of general practitioners participating n study
Prccougeotal | Pecenugeof
oners  partcipating geners
Charscvermucs of doctons snd i udy ares ‘racunintr
racuces (0% e 183
Sex
Mate w0 "
Ferale % i
o Cvaarss
e s o
0% 2 »
pxtd 3 5
5055 2 2
0 and over i °
Counrn o engn
United Kingdom and Evre n n
Oher » I
St of partnershuy
One. a 21 21
o 20 Y
Theee ot four & 3
Five or more iz i
Numberof pasens an s
10001499 3
15001508 it
2000.2459 %
300 b
On - each

one line of the encounter form (g 1) for every face 1o face contact
with a pauient, whether in the surgery or at home. A new line was
completed for each problem having an attributable course of action.

e choice of which elements to record was largely determined by
what was considered possible within the constraints of a busy surgery.
All coding, including social class, presenting problem, and diagnosis,
was undertaken by the research team. Though this method of
collecting data proved to be widely acceptable and practicable, it had

doctors had accurate age-sex registers data derived from
consultations could not be related to the registered population in
terms of groups of a given age, sex, or social class

TABLE 11—Reliability of data recorded by general prac-
utioners compared with that recorded by independent

intervieers
“. Agreement  Kappa coefhcient®

Sex 9 0974

Ase % 0967

Social clase 8l o831

Newiold patient 8 Ooes

Presenung problems 3 0607

Prescription 9 0921

Ceruie 9 o#a0

Laboratory test 97 0736

X ray examu 9 0702

Refe 97 0830

Return appointment fised 87 0733

“Kappe is » messure of the surengih of agreement after
i o st v oxcurrea

ol gty Sane sghesmens onl
mply chance sgreement only.

Tent, and + 1 complete agreement

The reliability of the encounter form was tested for all items except
diagnosis by comparing information re: ral practitioners
with that obtained by independent interviewers for a sample of 500
consultations. Table 11 shows a high level of agreement between
interviewers and general practitioners, except for presenting problems.
In addition to this exercise, regular routine checks of coding pro-
cedures were conducted.

Between Junc 1981 and December 1962 the 183 general pracui
tioners collecte
Factors such as lncss, holidays, and pnchce ptobltrm, however,
caused some “slippage” in the recording schedule, which produced
an overlap of recording days and a resulting overrepresentation during

days of three working weeks for each general practitioner, one week in

#16 1—Doctor-pauient encounter form

Grove No D CONFIDENTIAL Oate
Surgery Starting Time
o No PATIENT CONSULTATION DATA
Surgery Finishing Time
N . s
E Lab. Tests {X.ray| Referral position
I3
3 Presenting Provimonal | g
& Occupation Symptoms/ Diagnosis HE
X z g of Problems ElF R - .
E || T|S|&| Hedor (1f none at AEEEEB - olgl s
2 13|51 El%] Hovsenow or Resson for this time, HEREEH HEH 33|z
FEEIRIEIE Attendance write ‘none’) HH HEH -35 HHH
flelz|s|2 HEEEHH HE EIHH
HEIEIEE] NEIHEID LIES ala|d
L] ]
S 1 I B
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areas and the highest proportions of elderly people in the more affiuent
areas. Although differences were not large, subsequent analyses were
based on age weighted samples, as for the comparisons of inner city
and outer areas.

Age of panients consulting by ward clusters

Ward clustens ()

92 93

M
79 79 74
1534 26 22 303
334 223 23 22
3364 132 133 120
6574 o7 122 13
75 and
over 67 70 74

41=30062,p - 00}
Zoon

Table VIII shows small overall differences in the types of cases
among areas and no consistent pattern between the most and the least
deprived areas. Similarly, there were few differences and no systematic
pattern in actions that general practitioners took (table 1X). Pre-
scribing was somewhat less common in the most affluent areas but
Iaboratory tests, x ray examinations, and all types o referral were most
common in cluster C

TABLE Vili—Types of cases by ward clusters (Percentages of age weighted
samples)

>

Toul

) Circulatory system

(9) Digestive system
(10} Gemtourinars.

(13) Musculoskeletal
ymptor

SunsusulBe on -oly
R S
i

cciden
(18) Supplementary

52 - 00l
Comirs Vo o%s

Discussion

The data presented here provide sufficient cause to at least
reconsider accepted stereotypes of general medical practice in
deprived urban areas. Wood's warning that similarities in
structure may conceal important differences in the carc provided
seems to have been unnecessary. The similarity of practice

BRITISH MEDICAL JOURNAL VOLUME 289 28 juLy 1984

structure in inner city and outer areas seems to be mirrored by
the similarity in the pattern of care provided. Patients who attend
general practitioners in the inner city present much the same
types of problems as those in other areas and receive similar
patterns of care in terms of prescriptions, investigations, and
referrals.

It may be argued, however, that the crude administrative
boundary used by the Department of the Environment to
identify areas of need is insufficiently sensitive since areas of
deprivation are not entirely concentrated around the city centre.
We have therefore grouped general practitioners according to
the location of their practice premises with respect to five area
clusters ranging from most deprived to most affluent. As for
comparing inner and outer areas, there was no systematic
relation between indices of social and economic deprivation and
the pattern of care provided by general practitioners. Our
measures of the process of care do not show less active care in
the more deprived areas, but neither do they show more active
care in such areas, where it might be considered appropriate in
view of higher levels of need.

It seems that each area of the city has general practitioners
who provide a variety of patterns of care, Differences between

far outweigh within

hoods. Variations in the pattern of care provided by general
practitioners are more likely to reflect the characteristics of the
doctor than those of the area or patient. At least in Manchester,
and probably in other provincial cities of the United Kingdom,
the stereotype of the inner city doctor seems to have lirtle
foundation in reality. If so, then approaches to tackling problems
in general practice based on areas might result in a misdirection

of resources, despite their convenience to politicians and
administrators. There are, of course, good grounds for using an
area strategy to tackle health problems that are concentrated
among particular social groups and in particular areas.

“The results of our study cannot throw any light on levels of
need in different areas, or on variations in sccessibility and
acceptability, but it does show that all areas contain a similar
range of different styles of care. This is discouraging for those
who wish to identify target areas, since there are many practices
in such areas that do not need improving and many outside that
do. This, however, is good news for young doctors who are
considering cntering practice in the inner city, because it seems.
to be just as possible to practise “good medicine” there as in the
more affluent suburbs.
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TABLE 1X— Actions taken by general practitioners by ward clusters (Percentages of age weighted sampler)

Ward clusters

Acuen A B [ D E Total o » Cramer's V.

Home viss 104 74 88 128 9 99 20235 001 0054
23 73 726 bty o 76 30534 001 0067
3 3 52 33 S0 a0 15351 “o0l 004z
13 Te H 17 17 It} 57 “oo1 0032
53 56 21 79 58 o1 7523 “oo1 0029
0z 02 03 02 0z 02 1225 “001 0012
0o 04 0o o 03 oo 1347 008 0012
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